s. C. PUGH reports suggested that the presence of FDP could differentiate between dilutional coagulopathies and DIC but more recent literature supports the view that in the more severe cases FDP are not elevated. 6 In these cases the prognosis is much worse, usually due to irreversible organ failure.
The management of this episode ofDIC followed conventional lines ofreplacement of the consumed platelets and clotting factors, 6 but was not treated with heparin. CONCLUSION DIC is a rare complication of total hip replacement, even though the known trigger events of tissue damage and fat embolism l2 are unavoidable.
Tissue thromboplastins are released during hip surgery and may be detected in venous blood. 10 The release of excessive amounts of tissue thromboplastin secondary to the trauma of bilateral hip replacement surgery is the most likely feature to have triggered the syndrome in this case.
It is hoped that the report will raise awareness of the connection between this operation and DIC, and thus allow early recognition and treatment of the condition.
Before and even after Semmelweis, the scourge of childbed fever shattered families in the preantibiotic era. Nowadays the problem ofthe group A streptococcus, in the past to blame for the deaths of many new mothers, has been considered to be no longer a problem. I However, some recent experience suggests a worldwide change in the "M.D., Specialist, Anaesthetist. tM.D., Head, Intensive Care Unit. ~.D., Specialist, Gynaecologist. virulence of invasive group A beta-haemolytic streptococci,2 The unpredictable rapidity and severity of an underlying streptococcal infection with disastrous consequences only just avoided are illustrated in this case.
CASE HISTORY
A 25-year-old previously healthy primigravida was admitted to our ICU tachypnoeic, cyanosed with very poor peripheral circulation and hypotension four days after an uneventful vaginal delivery with episiotomy. During the last two days she was depressed in mood and had vague abdominal complaints and tender legs. Urgent angiography excluded massive pulmonary embolism. Despite artificial ventilation, copious fluid administration (plasma expanders) guided by wedge-pressures and inotropic support, she developed ventricular fibrillation which was promptly countershocked and reverted to sinus rhythm after three attempts. An exploratory laparotomy revealed peritonitis but no focus of infection, so continuous lavage and intravenous imipenem (broad spectrum antibiotic) was started. Biochemically she showed a striking metabolic acidosis, initially no leucocyte response (12001 mm 3 ) and rising creatinine kinase level (peak of > 19,000 lUll); myoglobinuria was never detected.
Apart from acute renal failure due to sepsis and muscle destruction requiring haemodialysis for three weeks, she developed cellulitis with gangrenous ulcerative lesions of the legs and the entire perineum. There was echographically visible inguinal lymphadenopathy. All this was more pronounced on the right thigh, where an intramuscular injection of ergometrine had possibly been given in the third stage oflabour. On the third ICU day, widespread uterine necrosis, diagnosed on echography, required a further laparotomy and ultimately resulted in a total radical hysterectomy ( Figure 1) . Postoperatively we noted a steady decline in elastase level, despite an increasing white cell count (up to 66.000/mm 3 ), although with a less marked left shift and a persisting low platelets count. Meanwhile as all cultures grew Lancefield group A streptococcus (S. pyogenes) and parenteral antibiotic therapy was changed to metronidazole and high-dose penicillin, the latter being continued for six weeks. Respiratory complications were confined to a pleural effusion on the right and later on, a pneumothorax on the left side during a trial of There was never evidence of ARDS, as all chest X-rays remained clear and blood gas values were persistently satisfactory. Repeated abdominal CT -scans showed congestion ofthe liver and extensive rhabdomyolysis ofthe pelvic muscles and gluteal region. The bladder contained an abnormal amount of gas ( Figure 2 ). On cystoscopy no fistula could be visualised. Fluconazole as administered for a short time for a growth of candida in the pulmonary, vaginal and urinary tracts. An endocrine evaluation revealed low FSH and LH (estrogen replacement was initiated after total radical hysterectomy) but other pituitary hormones were normal, as were the plasma cortisol levels. Two months and three weeks after her delivery, our patient was discharged from the hospital in reasonably good health with completely normal renal function.
DISCUSSION
Childbed fever is no longer mentioned amongst the six most common causes of maternal death detailed in the Report on Confidential Enquiries into Maternal Deaths in England and Wales. However, despite multiple developments in the detection and treatment of group A betahaemolytic streptococcal postpartum sepsis, modem mothers remain in jeopardy from bacteraemia even several days after delivery. The postpartum birth canal still seems to be extremely susceptible to invasive streptococci. In 1910 Schottmueller noted that anaerobic streptococci rather than group A beta-haemolytic streptococci were actually the most frequent pathogens in puerperal sepsis; he postulated that the infection was endogenously acquired from the normal genital flora, a relatively profund thesis for that time. 3 Puerperal sepsis follows abortion or delivery when streptococci colonizing the patient herself or transmitted from medical personnel invade the endometrium and surrounding structures, lymphatics and bloodstream. The resulting endometritis and septicaemia may be complicated pelvic cellulitis, septic pelvic thrombophlebitis, . .. or pelvic abscess. Group A streptococci pelvic muscles bladder.
frequently colonize the throats of asymptomatic persons. Pharyngeal carriage rate among normal schoolchildren vary with geographic location and season of the year. Carriage rates of 15 to 22% have been noted in several studies. The carriage rate among adults is considerably lower. Convalescent carriers are much less likely to transmit the organism to close contacts than are acutely infected persons. 4 Group B, C and G streptococci too are common inhabitants of the female genital tract and have been associated with epidemic and nonepidemic puerperal sepsis. 5 Endometritis without bacteraemia, on the other hand, may be relatively mild and associated with few systemic symptoms. Asymptomatic vaginal carriage rates for group B in postpubertal women generally have been ranged between 6 and 25%, depending on the bacteriologic methods employed and on the socioeconomic status. As our patient was the only mother with a serious group A streptococcal infection in our hospital to date, it was not felt justified to arrange for nose, throat and finger-web swabs of all staff who had come into contact with this patient.
Regarding the reappearance of more virulent group A streptococci, we did not have the facility in our laboratory for serotyping based on the detection of one or both of the T and M protein antigens on the surface of the bacterial celI.2 M protein is the major virulence antigen of group A streptococci and on the basis of antigenic differences in M protein molecules group A streptococci may be divided into serotypes. Athough the M protein itself is not intrinsically toxic, it confers the ability to survive and multiply in fresh normal human blood. 6 Non-M-typable strains may frequently be identified by a subsidiary typing system using slide agglutination reactions and based on antigenic differences in T proteins. While T protein has proved to be a useful epidemiologic marker, it has no known role m streptococcal virulence. When patients present with cellulitis and or septic shock the case-fatality rate exceeds 20%. 7 Shock without leucocytosis and with a severe metabolic acidosis is an ominous prognostic sign, so the characteristic early signs such as influenzalike symptoms with soft tissue infection demand prompt attention and treatment. Antibiotics alone often give disappointing results, and therefore we consider that early hysterectomy is all important in the clinical course of extensive necrosis. 8 the temporal pattern of isoenzyme release, particularly of serum CPK, might have given an indication, as the uterus contains up to 80% CPK BB. Unfortunately determination of CPK BB to differentiate myometrial from skeletal muscle damage was not available. Another yet speculative modality of treatment could be pentoxifylline which counteracts TNF (tumour necrosis factor) stimulation of human granulocytes in endotoxaemia. 9 Finally Sheehan's syndrome, necrosis of the pituitary secondary to peripartum shock, should be excluded with an endocrine assessment, taking into account any oestrogen replacement after ovariectomy.
